Objective: To demonstrate the importance of a medical examination with emphasis on changes of the palatine tonsils (PT) and proper anamnesis to early identify patients with tonsillar lymphoma.
Introduction
Palatine tonsils (PTs) are important tissues of the Waldeyer's tonsillar ring, located at the transition between the oral and nasal cavities in the oropharynx. PTs are symmetrically and laterally located in the tonsillar fossae. They are composed of bodies of lymphoid tissue between the palatoglossal and palatopharyngeal arches (anterior and posterior pillars of the fauces, respectively). Their lower limit is the base of the tongue. PTs have an important immune function.
Unilateral enlarged PT caused by repeated tonsillitis, chronic tuberculosis infections, actinomycosis, anatomical variations with changes in the tonsillar fossa depth or asymmetric anterior pillar, and benign and malignant tumors is a common finding of clinical examinations during medical visits (1, 2 ) . According to a study by Sengupta, lymphomas are the most common malignant tumors of the head and neck in the pediatric population. And non-Hodgkin lymphoma (NHL) was the most common type of tonsillar malignancy (3) . The most common presentation of NHL is painful cervical lymphadenopathy. Extranodal involvement is more common in NHL than in cases of Hodgkin's lymphoma, mainly in PT (4) . In children with AIDS, lymphoma is the most frequent tumor, especially in cases of enhanced growth (5) . This high prevalence of lymphomas in PT among the pediatric malignancies, their high morbidity and mortality, and the impact of early treatment on the progression of the disease warrant the presentation of these clinical cases with the purpose of demonstrating the importance of a physical examination focused on changes in the PT and anamnesis leading to the early diagnosis of these cases.
In 
Case report

Case 1
A 5-year-old Caucasian female patient was taken to the pediatric emergency department by her mother because of a change in her voice pattern (muffled voice). The patient reported feeling something "weird" in her throat for the past two weeks. She was asymptomatic before that. During medical examination, the patient reported nocturnal snoring, some episodes of apnea, nighttime awakenings, reduced appetite, and 0.5kg weight loss in the past two weeks. She did not present with fever, odynophagia, or significant difficulty swallowing. Upon onset of symptoms, she was seen at another health care facility and received amoxicillin, without symptom resolution. The emergency department pediatrician found enlarged PT and referred the patient to assessment by the otorhinolaryngology team. During oral clinical examination, physicians found significantly enlarged right PT, showing a smooth surface and no crypts, without signs of inflammation, crossing the midline and in contact with the left tonsil, which showed normal size ( Figure 1 ). Both rhinoscopy and otoscopy showed no abnormalities. Neck palpation did not detect palpable masses or lymph nodes. Blood test showed presence of 12,040 leukocytes/mL, without lymphocytosis. Computed tomography of the neck showed enlarged right PT, no tracheal deviation, absence of abscesses or lymph node enlargement ( Figure 2 ). The patient underwent adenotonsillectomy (Figure 3 ). The result of the anatomic pathology test was diffuse large B-cell NHL in the right PT. The adenoid vegetations and the left tonsil did not show abnormalities on the anatomic pathology test. Chest X-rays, gallium scintigraphy, bone marrow biopsy, myelogram, CSF collection, cervical and chest CT showed no evidence of abnormalities. Total abdominal CT revealed onion skin-like image in the right iliac fossa, which was suggestive of ileoileal intussusception. Abdominal ultrasound showed image compatible with these findings, as well as the presence of three enlarged mesenteric lymph nodes. The patient underwent laparoscopy and biopsies of the terminal ileum and mesenteric lymph nodes, which also showed NHL. After being treated with chemotherapy, the patient has been in clinical remission, showing reduced abdominal mass according to the imaging tests.
Case 2
An 11-year-old Caucasian female patient was taken to the emergency department because of a painless nodule in the left PT, which had been growing for the past year. She reported absence of dyspnea, snoring, previous tonsillitis, or other complaints. She had been seen by medical doctors before, but her complaint was not deeply investigated. The emergency department pediatrician found asymmetric PTs and requested a referral for investigation of the finding because assessments by the otorhinolaryngology team were easily available at our health care facility. Oral clinical examination showed enlarged left PT, crossing the midline and the presence of a hardened nodule of about 1.5cm in diameter in the upper portion of the tonsil. The right PT showed no abnormalities. Similarly, rhinoscopy and otoscopy did not detect any abnormal results. Neck palpation did not reveal palpable masses or lymph nodes. The following tests were performed: chest X-ray, gallium scintigraphy, bone marrow biopsy, myelogram, CSF collection, cervical, chest and abdominal CT, which also showed no abnormalities. The patient underwent bilateral tonsillectomy. The result of the anatomic pathology test revealed diffuse large B-cell NHL. Chemotherapy was initiated, and the patient's remission was established based on clinical examinations and imaging tests.
Discussion
In the present article, we report on the cases of two patients who sought medical care in an emergency department because of unilateral enlarged PT. Such abnormality led the emergency department pediatricians to refer the patients to otorhinolaryngological assessment. Although the symptoms of the first case started only two weeks earlier, her lymphoma had affected the mesenteric lymph nodes and the mucosa of terminal ileum; while in the second case, lymphoma was restricted to the PT. However, the clinical sign that led to the diagnostic hypothesis in both cases was unilateral enlarged PT.
It is important to stress that in the first case the child had been seen at another pediatric health care facility a couple of days earlier, and amoxicillin was prescribed to treat her tonsillar asymmetry. In this case, because there was absence of symptoms of infection of the pharynx and tonsils, such as exudate in the tonsils, painful cervical adenopathy, or fever, there was no need for the use of antibiotic therapy.
The second case also shows that the asymmetry and changes in the appearance of the tonsil were not considered in the absence of other findings, as the patients attended some medical visits without proper investigation.
Tonsillar asymmetry or suspicion of neoplasia is classically listed as one of the indications for tonsillectomy (6) . The incidence of malignancy in patients undergoing tonsillectomy is low (approximately 2.5:10,000) (7) . Tobias Gómez et al (8) conducted a study in which the risk factors associated with malignancy in children undergoing surgery because of tonsillar asymmetry were the presence of enlarged cervical lymph nodes and abnormal appearance of the tonsils. Among the patients who underwent surgery, 20% had tonsil cancer (8) . In a retrospective study conducted in Paraná involving children and adults, 50 patients underwent tonsillectomy because of tonsillar asymmetry and two adults had lymphoma, one of them with systemic symptoms, while the other one was asymptomatic. None of the children had lymphoma (9) . Other factors should be considered before indication for tonsillectomy in children with unilateral tonsillar enlargement, namely: previous history of malignancy, organ transplantation, and immunodeficiencies, which increase the risk for posttransplant lymphoproliferative disease (abnormal proliferation of lymphoid cells associated with the Epstein-Barr virus) (10) . A study with 100 patients undergoing tonsillectomy because of asymmetric PT, in which 10 patients had a diagnosis of NHL, indicated tonsillectomy for fast growing enlarged PT showing abnormal appearance. Other factors suggested as signs of malignancy were: fever, night sweats, cervical, axillary, or inguinal lymph node enlargement, hepatosplenomegaly, and no response to clinical treatment (11) . A retrospective study conducted at a tertiary pediatric hospital covering a period of 57 years found six cases of tonsillar NHL, and all of these cases initially presented with unilateral tonsillar enlargement with no symptoms such as fever, night sweats, or weight loss. Other signs and symptoms were: tonsillar nodule, erythema, nasal voice, recurrent tonsillitis, dysphagia, obstructive sleep apnea, ipsilateral otalgia, and submandibular lymphadenopathy. All children with asymmetric PT should be closely followed up until the possibility of lymphoma is ruled out, and tonsillectomy should be indicated if there is suspicion, because the consequences of a late diagnosis can be devastating (12) . A thorough examination of the oral cavity and the neck, with special attention to oral clinical examination is essential to identify changes suspicious of tonsillar lymphoma, which can be diagnosed early by means of tonsillectomy. We believe that the presence of evident unilateral tonsillar enlargement, lesion or change in the PT appearance, fast growth of a PT, presence of cervical lymph node enlargement, nocturnal fever, and weight loss are important risk factors for tonsillar lymphoma in children with tonsillar asymmetry.
